Immediate implants following extraction has become an increasingly popular strategy to preserve bone and reduce treatment duration.
INTRODUCTION
Replacement of missing teeth using dental implants has proven to be a popular, successful and predictable treatment procedure. Over the years, different implant placement protocols have evolved in order to achieve easier and quicker surgical techniques. Immediate placement of a dental implant in an extraction socket was initially described more than 30 years ago by Schulte and Heimke in 1976. 1 Lazzara 2 later in 1989 reintroduced the method of immediate implant placement into fresh extraction sockets with three case reports.
Since then, the percentage of partially edentulous patients in implant dentistry has significantly increased. Today, the immediate implant placements predominate in regular dental practice, particularly the single missing tooth 3, 4 as the healing period of about six months post extraction prior to implant placement is not an attractive option any more to patients. Thus, the timing of implant placement has become an important issue in implant dentistry.
According to both the osseous and soft tissue levels of the potential site at the time of extraction, Garber An abundance of literature supports the placement of immediate implants and almost all studies report high survival rates of immediate implants from 92-100% however case selection is necessary. 11 
POST-EXTRACTION RIDGE RESORPTION
Dimensional changes of hard tissue 12 1. The inflammatory phase: It starts with the formation of the blood clot. Inflammatory cells migrate to the site to "clean" it before the formation of a new tissue in 2 to 3 days. After 4 to 5 days inflammatory cells, vascular sprouts and immature fibroblasts form a granulation tissue which is gradually replaced with provisional connective tissue matrix that is rich in collagen fibers and cells.
The proliferative phase:
There is an appearance of osteoid calcification, which begins at the base and at the periphery of the socket. The bone matrix appears 
Implants in the region of lateral incisors and mandibular
incisors should not to exceed a diameter of 3.5 mm. 33 The clinical guidelines for immediate implant placement protocol are summarised in Table 1 .
IMMEDIATE IMPLANTS IN THE POSTERIOR REGION
In Elimination of the auto polymerised acrylic resin monomer is responsible for soft tissue irritation with the acrylic resins. 38, 39 The provisional restoration should be designed so as to minimize pressure on the surgical site, optimize space for the gingival tissues, and control occlusal loading of the implant during the initial stages of osseointegration. 40 
JUMPING DISTANCE
The space between the implant periphery and surrounding bone is called the gap or jumping distance. 41 The gap consists of two dimensions: Horizontal defect width and vertical • Submerged healing if primary stability is less than 25 and resonance frequency value is less than 60 defect height. The term "jumping distance" refers to the ability of bone to bridge the horizontal gap and fill the void.
The main objective of immediate implant placement is to provide an osseointegrated fixture suitable for an aesthetic and functional restoration. Bone fill in the gap between the implant and the peripheral bone is important. The buccal aspect of an implant is of great concern, especially in the aesthetic zone, because the buccal bony plate is usually thin 42, 43 and its resorption can result in soft tissue recession. 44 The objective of the surgical management of the buccal gap is optimal bone fill in the gap, most coronal level of bone-to-implant contact and the least amount of buccal bone loss and soft-tissue recession. 45 The initial bone wall thickness before the immediate implantation associated with guided bone regeneration may influence bone formation. 46 Intrabony defects are partially or completely remodeled (healed) without further intervention. 47 A lateral gap of 1 to 1.25 mm could heal spontaneously with formation of a new bone, however the addition of a membrane would not improve the healing process. 47 In cases of severe defect, the choice between an immediate implantation associated with guided bone regeneration or a delayed implantation should be evaluated.
The decision criteria for the surgeon are related to the possibility of complete site closure and if not obtained, the risk of membrane exposure may lead to graft complications and implant failure. 48 The filling of the gap remained between the implant and the buccal bone plate with autogenous bone graft could be resorbed. 49 
